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Abstract
This performance improvement project aimed to increase the communication competency of
nurses during intraprofessional interactions at patient handover. An educational program focused
on optimizing communication among nurses was implemented in a community-based, not-forprofit, rural hospital. The course was designed to incorporate a variety of instructional strategies
to meet learner needs. Consistency and standardization of the patient handover process was a
central theme. Topics of the course focused on the use of a standardized communication tool, the
relationship of communication on patient safety, the importance of clear and effective
communication, the role of the nurse as gatekeeper and facilitator of patient-specific information
to peers during handover events, and intraprofessional collaboration in an acute care setting. The
self-perceived communication competency of participating nurses was measured at pre-test and
post-test using a valid and reliable instrument. The data collected from the survey informed this
process improvement effort.
Keywords: intraprofessional collaboration, patient safety, patient handover, handoff
events, communication competence, standardized communication tool
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Optimizing Intraprofessional Communication at Patient Handover
Introduction
Safe and effective care is both a healthcare consumer expectation and a mandate from
accrediting agencies in the healthcare environment. In acute care settings, many healthcare
professionals provide care to patients. The coordination of patient care among various members
of this team is essential to ensuring care is delivered safely and timely. Healthcare providers
must relay pertinent patient information during transitions of care to effectively harmonize care.
Communication during patient handover events is intended to ensure the continuum of care and
patient safety. Lack of communication between care team members creates situations where
medical errors can occur. These errors have the potential to cause adverse events or medical
errors which threaten patient safety and compromise safe, efficient care. Medical errors, related
to a failure to communicate, are a pervasive problem in today’s health care organizations
(O’Daniel & Rosenstein, 2008). Evidence demonstrates that information degradation due to the
ineffective handover of patient care strongly increases the opportunity for medical errors
(Gephart, 2012). Effective communication among care team members is an integral part of
patient care and safety and a necessary component of care collaboration. Communication that
occurs during care transitions is challenging, multifaceted, and often takes place in complex care
situations (Kitson, Athlin, Elliott, & Cant, 2014). Links between miscommunication and poor
patient outcomes have been well documented (The Joint Commission, 2015). Communication of
patient status during handover is a critical link in the chain of continuity of care and essential to
the provision of safe and effective care (Holly & Poletick, 2014).
Background
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Miscommunication between care team members has been found to have a significant link
in the root-cause analyses for an estimated 80% of serious medical errors (Makic & Bueno,
2016). These findings led The Joint Commission (TJC) to develop a patient safety goal to
improve communication among caregivers using a standardized approach to handover
communication, providing opportunities for team members to ask and respond to questions
(Holly & Poletick, 2014). Effective communication is vital in providing safe and effective
healthcare to patients (Judd, 2013). Nurses are the primary healthcare providers for patients in
acute care settings. Nurses work collaboratively in both intraprofessional and interprofessional
teams.
Intraprofessional teams are composed of individuals from the same profession or
discipline. In contrast, interprofessional teams are comprised of professionals from different
disciplines, working collaboratively to provide patient care. The term handover is used to
describe the end-of-shift transfer of patient care between outgoing and incoming nursing staff.
The term handoff is commonly interchanged with the term handover and is also used to describe
these same type events; however, for the sake of clarity, the term handover, used in this paper,
indicates the end-of-shift or transfer of patient care from one healthcare professional to another.
Patient handover events are one of the most critical aspects of patient care, where active
and efficient communication contributes to optimal and safe care (Eberhardt, 2014). Despite
evidence pointing to effective communication at patient handover as a prerequisite to safe and
high-quality patient-centered care, inconsistencies prevail (Kitson et al., 2014). Patient handover
events are crucial times for intraprofessional and interprofessional communication because every
time patient information transfers from one healthcare professional to another, there is a risk for
vital information to be omitted or miscommunicated (Kitson et al., 2014).

OPTIMIZING NURSING COMMUNICATION

9

Competence is defined as the skill to develop knowledge and the ability to enhance
professional practice in multiple ways (Hsu, Chang, & Hsieh, 2015). Communication and
interpersonal skills are necessary for collaboration of patient care and essential competencies of
the professional nurse. Communication skills training in nursing practice has become
increasingly important. Effective communication skills in nursing practice are not innate, can be
learned, and can be enhanced (Hsu et al., 2015). Effective communication involves listening,
asking questions, exploring, giving information, dealing with emotions, and handling
psychosocial problems. The demonstration of communication competence occurs in interpersonal
interactions that display these crucial skills.
Increasing the communication competency of nurses can directly impact the quality of
patient care by improving the flow of critical information during handoff events. Improving the
flow of critical information is particularly vital during activities, such as shift change, when
intraprofessional collaboration is the most crucial factor in the continuity of care.
Communication competence is a valuable resource and an essential skill for nursing (Yu & Ko,
2017). McCroskey and McCroskey (1988) developed the Self-Perceived Communication
Competency Scale (SPCC) to obtain information concerning how competent people feel in a
variety of communication contexts and with a variety of types of receivers. The scale was
designed to let the respondent define communication competence. People make decisions
regarding communication, and it is their perception that is important, not that of an outside
observer (McCroskey & McCroskey, 1988). The SPCC, utilized in this project, measured the
participants’ self-perceived communication competence.
Problem Statement
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An exploratory, fact-finding meeting occurred with the project planner, the chief nursing
officer (CNO), and nurse manager of a community-based, not-for-profit, rural hospital in eastcentral Alabama. It was during this meeting that the CNO and nurse manager identified a clear
need for improvement in nurses’ verbal communication using a standardized process of patient
handover at shift change. An additional goal of administration was to increase the role of the
bedside nurse in engaging the patient and family in bedside shift reporting. The concept for a
process improvement project resulted. The purpose of this project was to determine if nurses’
participation in an educational program focused on intraprofessional nursing communication
using a standardized process increased the perceived communication competency of acute care
nurses during patient handover at shift change. It was hypothesized by administration and the
project planner that increasing the communication competency of nurses could translate to
improved communication between nursing peers as well as with patients and their families
during bedside shift report. The perceived communication competency of participating nurses
was measured using the SPCC, a proven and reliable tool.
A population, intervention, comparison, and outcome question (PICO) is a method used
in evidence-based nursing to frame and answer clinical questions. For this project, the individual
components of the PICO question were as follows: P (population) = nurses, I (intervention) =
participation in a focused education program, C (comparison) = no involvement in a focused
educational program, O (outcome) = increased perceived communication competency in
intraprofessional interactions using a standardized process during patient handover events. Do
nurses who participate in a focused educational program compared to nurses who do not
participate in a focused educational program have increased perceived communication
competency using a standardized process during patient handover events?
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Organizational Description of Project Site
The site of project implementation was a regional hospital (Hospital A) for a five-county
surrounding service area in east-central Alabama. Geographically located in the foothills of the
Appalachian Mountains, this agency sits inside the city limits near the downtown area. This
healthcare agency is the region’s leading healthcare provider and the second largest employer in
the area. The hospital employs more than 1,600 employees, with nursing specialties comprising
over one-third of those employees. There is one smaller acute care hospital located within the
same county as this hospital. The closest comparably sized hospital offering similar services is
over 30 miles away.
The Centers for Medicare and Medicaid Services (CMS) gives Hospital A the 2-star
rating (Centers for Medicare and Medicaid Services [CMS], n.d.). The most recently reported
data from Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
scores reveal that 80% of patients felt their nurses “always communicated well,” compared to the
overall Alabama average of 81%, and a national average of 80%. Seventy-nine percent of
respondents reported that their doctor “always communicated well,” compared to the overall
Alabama average of 85%, and a national average of 82%. Sixty-three percent of respondents
indicated that staff “always explained their medicines before giving it to them,” compared to the
Alabama average of 67%, and a national average of 66%. Eighty-three percent of patients
responding reported that “they were given information about what to do during their recovery at
home,” compared to the Alabama and national averages of 87%. Forty-eight percent of patient
respondents strongly agreed that “they understood their care when they left the hospital,”
compared to the Alabama average of 50%, and a national average of 53%. Sixty-six percent of
patient respondents gave this hospital a score of 9 or 10 on a scale from 0 (lowest) to 10
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(highest), compared to the Alabama average of 72%, and a national average of 73%. Sixty-four
percent of patient respondents reported, “yes, they would recommend this hospital,” compared to
the Alabama average of 70%, and a national average of 72% (Centers for Medicare and
Medicaid Services [CMS], n.d.).
The CNO of Hospital A agreed to serve as a preceptor to the project planner for the
performance improvement initiative. The CNO holds a Master of Science degree in Nursing with
a concentration in Community Health Nursing and has over 27 years of nursing experience. She
has served in this leadership position since 2013 and is accountable for the overall direction and
management of 33 departments in the Patient Services Division with approximately 746 staff
equaling 515 full-time equivalents.
The department of implementation was the Observation Unit. At the time of project
implementation, twelve full-time nurses working traditional 12-hour shifts staffed this 22 bed
unit. The average daily census was 18 patients. There was one part-time nurse. Patients admitted
to this floor were medically stable and most often transferred from the emergency department.
There were some cases of direct transfer from surrounding nursing homes, rehab facilities,
assisted living facilities, physician offices, and occasionally admissions from the home
environment. The top chief complaint of admitted patients was chest pain, followed by altered
mental status. The average length of stay in the unit was 36 hours. There were some patient
admissions from other hospital floors related to overflow. In-house transfers came primarily
from medical-surgical, surgery, progressive-care, and psych.
These employed nurses had either an Associate of Science or Bachelor of Science degree
in Nursing. Registered nurses comprised the bulk of nursing staff. Additional personnel included
patient care technicians, unit secretaries, and a case manager. The Nurse Manager of the
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department of implementation agreed to serve as a mentor to the project planner. The Nurse
Manager holds a Bachelor of Science degree in nursing and has held responsibility for the dayto-day management of the unit for seven years. The manager’s relevant prior experience includes
the role of Director of a 350-patient home health and hospice agency. She previously served as a
community liaison to a local acute and long-term care facility for Reduction in Rehospitalization
Project. Other experience includes the role of nurse manager of a 34 bed acute care unit of
Hospital A, member of TJC Task Force for Hospital A, and the clinical coordinator for a prior
hospital Post Op Pain Management Quality Improvement Project. Additional experience as an
oncology research nurse, chemotherapy nurse, member of the Oncology Committee of Hospital
A, and liaison to the International Review Board (IRB) of the hospital is directly relevant
experience.
The unit was hand selected by the CNO and project planner as a site of project
implementation. Primary factors for selection included the reputation of the unit as one of high
performance and outcomes, for the staff’s reputation of responsiveness to change of process
recommendations, and previous guidance from hospital leadership for implementation of a
standardized communication tool during patient handover at shift change. Additionally, the past
participation and direction of the nurse manager in previous performance improvement projects
was a key consideration.
Patient handover events on this unit occurred primarily at nursing shift change. The norm
for the frequency of patient handover events on this unit was one to two occurrences per 24-hour
period. There were additional handover events when patients transferred to the floor either by
direct admit or from the Emergency Department or other units. Patient handover events also
occurred during transfer from Observation to other departments, other care facilities, and
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discharge to home or community settings. Patient handover events additionally occurred during
times of treatment, diagnostic testing, procedures, or dialysis. A standardized communication
sheet, Situation-Background-Assessment-Recommendation (SBAR) had previously been
approved by Hospital A and endorsed as the preferred method for handover communication. At
the time of project implementation, a basic computerized format SBAR was being used as a
supplement during nursing report at shift change. The form was generated by the organization’s
electronic medical record system with population pre-set patient information including name,
diagnoses, drug allergies, past medical history, past surgical history, admitting diagnosis, height,
weight, and most recent vital signs. Nurses printed the computer-generated form from the
computer system and were adding additional pertinent information by hand. Each nurse
personally determined what additional information was handwritten onto the computer generated
SBAR. This process had been used on the unit for approximately six months before the DNP
project was implemented. There had been no formal training on the unit regarding the use of this
tool nor training in analyzing what critical patient information should be added by hand.
TJC has recommended that SBAR be used as a guideline for handover communication,
although there is limited research on the outcomes of this communication strategy (Holly &
Poletick, 2014). Before the DNP project implementation, there had been no prior formal training
on the use of SBAR hospital-wide nor the unit of implementation. SBAR has been widely
utilized in healthcare to standardize the handover process. Originally established by the U.S.
Navy, SBAR is used to communicate critical information and when applied in a clinical setting,
can be used to organize information into a logical, easily recalled pattern that may expedite the
handover process and reduce error (Eberhardt, 2014). In the health care arena, Kaiser
Permanente of Colorado was one of the first hospitals to adopt the SBAR approach and develop
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a worksheet outlining the format and guidelines (Institute for Healthcare Improvement, n.d.).
SBAR allows for a smooth, focused way to set expectations for what information is intended for
communication. The format also guides how to communicate among members of the team.
These communication elements are essential for developing teamwork and fostering a culture of
patient safety.
Review of the Literature
At the inception of this DNP project, a literature review was completed by the project
planner to determine the project design. The literature review was conducted by searching the
CINAHL and PubMed databases using search terms such as nursing care, collaboration,
communication, patient safety, communication failures, patient handover, communication
training, nursing communication, and communication competency. In the body of evidence,
numerous studies focused on the impact of communication failures on patient safety. There was
also substantial evidence found on patient handover events and strategies to improve
communication in healthcare settings. Fewer studies examine the dynamic of intraprofessional
nursing communication or nursing communication competency.
Emerging themes found in the literature search guided the project design. These themes
centered on the role of nursing on patient safety, the impact of communication failures on patient
safety, the critical need for effective communication at patient handover, communication
competence in nurses, the urgency for the creation of a culture of safety, and the power of
effective communication on both intraprofessional and interprofessional relationships.
Patient Safety: A Primary Nursing Goal
Kowalski and Anthony (2017) conducted a comprehensive literature review of the
American Journal of Nursing (AJN) tables of contents from 1900 through 2015. The authors
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identified for inclusion articles with titles that suggested a focus on nursing care, patient safety,
or clinical content. The authors read and analyzed each of the final 1,086 items over a period of
nine months. Their findings concluded that even though the recognition of safety threats and
response of nursing have changed over time, patient safety has been a primary goal of nursing
from the journal’s inception in 1900. The authors identified three major themes related to patient
safety throughout the 115 years covered by the analysis. These included: infection prevention,
medication safety, and response to new technology.
Findings revealed that processes and procedures to improve patient safety have been
recommended over the past several decades but have not been universally adopted, despite the
substantial supportive evidence. The authors noted that since the Institute of Medicine (IOM)
1999 report on patient safety as a serious health concern, efforts to improve patient safety have
progressed slower than anticipated. The content analysis was limited to articles published in a
single journal, the AJN. Excluded in the evaluation were articles published in other nursing
journals. However, the AJN is the oldest, continuously published nursing journal. This rich
history provides a lens through which to view trends in patient care and safety related to nursing.
One notable strength of the analysis is that the search for relevant articles and the article analyses
were both conducted independently by the two authors. Kowalski and Anthony (2017) encourage
that reflecting on the past and present role of the nurse in promoting patient safety and
overcoming barriers to implementating safety measures may inspire all nurses to take action to
improve patient safety today.
Effective communication at Handover: Essential to Patient Care
Kitson et al. (2014) report that evidence demonstrates that effective nursing
communication is an essential component of safe, quality patient care. The authors conducted a
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review of empirical and seminal literature that examines the communication behaviors of nurses
at patient handover. This review included 29 peer-reviewed papers which were published
between the years 1970 to 2012 and included the criteria of registered nurses’ communication
during handovers in adult hospital settings. The researchers found this area of literature to be
challenged by a lack of consistency in terminology and methodological rigor. Additionally, they
found that recent studies have not been able to elaborate on some of the critical challenges to
refine the existing knowledge base. Kitson et al. (2014) concluded that a more integrated
approach is necessary to understand the complex process of improving communication behaviors
around nursing handover events.
From the chronology, the authors found the studies took on a different perspective over
time. Early research tended to focus on resources and financial management issues around shift
change. In the 2000s, patient safety issues drove many of the concerns found in literature, and
more recent studies have tended to focus on technical aspects such as information processing.
The terms used to describe the handover event varied across the studies. Of note, this variation of
terminology also challenged this project planner when attempting a comprehensive literature
search examining nursing communication during patient handover.
Kitson et al. (2014) identified seven main themes in the literature: overall purpose or
primary function, report givers and receivers, seeing the whole picture, teaching or education,
language, patient-centered care, and social cohesion. Initially, the overall purpose or primary
function of the patient handover was a method of imparting instructions to nurses commencing
their shift. This concept changed in the 1990s when the passing of information became identified
as critical to maintaining continuity of care. The function of the handover was revealed to be
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multidimensional from the 1990s onward. It was evident, however, that the communication of
medical information, rather than nursing requirements, remained the purpose of the handover.
Communication of care evolved from a single nurse to the involvement of numerous
participants, including nurses involved in direct patient care. The literature review revealed that
by 1995, the roles and responsibilities of report givers and receivers differentiated. The literature
review also found that the information given or received was seen to be influenced by the
individual nurses’ characteristics. The nurses’ knowledge and experience were seen to be
contributors to the complexity and variation in the information communicated. Kitson et al.
(2014) found that subtle language cues and social interaction among nursing teams became
essential mechanisms in familiarizing oncoming nurses to the ward or unit environment. An
informal method of conversation was seen to surround the formal patient handover. Handover
evolved into a two-way communication forum, and clinical teaching and education became
incorporated into the handover process.
Teaching by example and provision of support to new nurses from more experienced
nurses became essential components of handover. The demonstration of professional competence
through information transfer was identified, with feedback viewed as necessary for professional
and interpersonal development. Handover became known as a method of transitioning new
nurses to the unit or ward culture. Language ranged from informal and subjective to formal, and
the type of language adopted had a direct impact on the quality of handover and quality of
nursing care delivered. Language cues were also expressed to influence communication, such as
tone, facial expressions, or non-verbal language. These findings resulted in recommendations for
the use of standard protocols to improve the process. The method of context-specific shared
language systems was recommended to improve information communication.
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Handovers became subjective and task-driven with a shift toward a more patient-centered
approach, which resulted in a change in the physical proximity of handover events. The patient
bedside was suggested to provide individualized care that engaged the patient. Interestingly,
these interactions were varied and ranged from ignoring the patient with handover occurring
around them to direct patient engagement. Nurses described this process of simultaneously
‘speaking to’ and ‘speaking about the patient’ as awkward and confusing to both nurse and
patient (Kitson et al., 2014, p. 1234). Another interesting finding of this literature review was the
description of handover as a mechanism of social cohesion, and a means for nurses to gain
psychological support by discussing their anxieties about patient care. Debriefing was found to
be a mode of developing group solidarity. Team building occurred through debriefing, teaching,
and morale building. The ritual of the handover enabled team development.
Kitson et al. (2014) concluded that the communication behaviors of nurses, in general,
and particularly at the handover, is an underdeveloped field of research. This opinion was
supported by the lack of consistency in terminology and poor methodological rigor of studies
reviewed. The overarching themes identified from the empirical studies provide areas of
investigation and may point to possible areas of subsequent studies. An explanatory framework
is needed to understand the multiple elements involved in effective communication behaviors at
patient handover. A more integrated approach is required to understand the nature of nursing
handover.
The Impact of Communication Failures on Patient Safety
The Patient Safety Monitor Journal (2016) highlighted an editorial interview with
leading experts about why communication failures occur so often in healthcare and what
hospitals can do to reduce miscommunication. For nearly two decades, communication failures
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have attributed to adverse events in healthcare. A recent report evaluating medical malpractice
claims, filed between 2009 through 2013 in which patients suffered some degree of harm,
provides further evidence that communication failures continue to plague healthcare and impact
patient safety. Researchers found that more than 7,000 cases featured at least one kind of
communication breakdown and 44% of those cases resulted in severe patient injuries or death. A
recent IOM report entitled Improving Diagnosis in Healthcare highlighted effective
communication and collaboration as a critical focus area for improving patient safety (National
Academies of Sciences, Engineering, Medicine, 2015). This recommendation supports the 1999
IOM landmark report, To Err is Human: Building a Safer Health System, which spotlights
communication as a contributing factor to patient harm (Kohn, Corrian, & Donaldson, 1999).
The reasons for miscommunication or failure of communication in healthcare are varied, but
some commonality sheds light on this persistent problem. The urgency and critical timing of the
delivery of healthcare often force rushed intraprofessional and interprofessional interactions.
Other human factor components of communication failures lie in information delivery. The
individual relaying information may have a lack of appreciation of whether the receiver can
perceive the data to be able to analyze or use it. Lack of a standardized information exchange
process may present challenges where critically essential facts fail relaying. Relying solely on
electronic health records instead of engaging in two-way conversations decreases opportunities
for team members to clarify information or ask questions. The vice president of the Institute for
Healthcare Improvement (IHI), Frank Federico, (2015), contends that breaking down silos within
healthcare is key to improving communication across specialties and providers. He further adds
that nurses have information that is critical for physicians to make decisions and interaction
between these disciplines should be seamless and allow all partners to see the big picture
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("Communication Failures," 2016). Brian Harte, president of Hillcrest Hospital within the
Cleveland Clinic, associate professor at the Lerner School of Medicine in Cleveland, and
president of the Society of Hospital Medicine (SHM) recommends the use of standardized
communication tools and templates as a method of increasing communication but contends that
person-to-person communication must be a part of the handover process (“Communication
Failures,” 2016). Dana Siegal, director of patient safety for CRICO Strategies, a division of The
Risk Management Foundation of the Harvard Medical Institutions, Inc., agrees that structured
communication tools offer an opportunity for improved communication but only when consensus
and accountability of use exist (“Communication Failures,” 2016). Bob Harrington, past
president of SHM, also promotes standardization of communication processes across clinician
groups and the continuum of care (“Communication Failures,” 2016). While there appears to be
some consensus on the use of standardized communication tools, no one method seems to be
superior. It is the consistent use rather than the actual mechanism that improves communication.
Patient Handover Events: A Critical Point of Communication
Holly and Poletick (2014) conducted a systematic review examining qualitative studies
conducted between 1988 and 2012. The aim and objectives of this study were to explore the
qualitative evidence on the dynamics of knowledge transfer during transitions of care in acute
care hospital settings. The four‐stage search strategy identified 125 qualitative studies that met
the inclusion criteria. There were twenty-nine qualitative studies in the final evaluated sample.
These studies represented more than 800 nursing handoff events and 300 nurse interviews. The
synthesized findings of Holly and Poletick (2014) revealed the most common transition point
between nurse care providers to be shift handover events. This care transition event was found to
be a complex, essential function to the quality of care and patient safety. These events were
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found to be subject to wide variability in both methods used and information handed off between
nurses. The concept of nurses as information gatekeepers directly influencing patient care was a
finding of this research. Despite the opportunity during handover events to relay critical
information, these periods were found to be a time fraught with risks and hazards that could
potentially result in passive or active failure of care or the inability to recognize or prevent
serious patient harm. The authors found that ineffective handover events lead to wrong
treatment, delays in diagnosis, severe adverse events, patient complaints, increased costs, and
longer lengths of patient stay. In 2006, TJC reported that nearly 70% of sentinel events could be
traced down to a breakdown in communication. These findings led TJC to issue a patient safety
goal to improve communication among caregivers using a standardized approach to
communication handover. In addition to a standardized approach, TJC urges providing the
opportunity for asking and responding to questions (The Joint Commission, 2015). Holly and
Poletick (2014) identify the communication of patient status during handover as a critical link in
the chain of continuity of care and essential to the provision of safe care. During a patient
transfer, nurses decide what information to convey. The authors found this streamlining of
information to underscore the nurses’ gatekeeper role. The review of findings calls for the
incorporation of proper handover techniques as a learning requirement for all nurses. The use of
a standardized communication tool has been consistently recommended for stimulation of recall
for nurses, ensuring the relay of crucial issues and significant findings. The Holly and Poletick
review further demonstrated that handovers allow nurses the opportunity to exchange
information that will be used to make subsequent patient care decisions. The role of the nurse as
a decision-maker of what information is chosen to be transmitted was a significant finding of the
review (Holly & Poletick, 2014).
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Nurses have significant opportunities to serve as role model collaborators to bridge gaps
in healthcare systems and improve patient care delivery (Laskowski-Jones, 2015). Collaboration
is a valuable skill that can be intentionally developed. Nurses must mentor colleagues and create
relationships that foster collaboration (Laskowski-Jones, 2015). The American Nurses
Association (2015) has identified the need to form positive working relationships and to
collaborate in the Code of Ethics for Nurses with Interpretive Statements. The Code of Ethics
serves as the ethical framework for nursing practice in the United States. Being collaborative
requires communication competency development in intraprofessional relationships and the
ability to connect and communicate with people. Intraprofessional collaboration promotes a
healthy and positive work culture (Laskowski-Jones, 2015).
Nurses’ Communication Skills Enhance Competent Patient Handover
Streeter and Harrington (2017) recently sought to describe communication behaviors
identified by nurses as key to competent handover events at the change of shift. This qualitative
analysis of nurses’ descriptions of best and worse handovers included opinions from both
incoming and outgoing nursing perspectives. Nurses described the best handovers as those
providing organized, detailed, and comprehensive information. Worse quality handovers
involved inaccurate or incomplete information. Nurses related the opportunity to seek and ask
questions during handover as a driving factor in the continuity of patient care. Bad handovers
were events that limit these opportunities.
Additionally, nurses reported that opportunities to verify information or seek clarification
corresponded with best handovers and identified face-to-face events as optimal. Nurses desired
relational behaviors that express a sense of warmth, trust, and concern. Nurses reported
appreciation of handover communication in a calm, focused, and professional manner and
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reported feelings of being rushed or hurried as indicators of lack of concern for peers. Nurses
specified patient bedside as an ideal location for handover events. Calm, quiet areas with
minimal distractions were felt to be conducive to effective handover (Streeter & Harrington,
2017).
Streeter and Harrington (2017) found that competent, quality handovers include specific
information exchange and relational communication behaviors. This communication-based
perspective may be useful in establishing handover routines that reduce communication-related
patient care errors and foster a positive nursing environment. Streeter and Harrington (2017)
conclude that understanding nurses' expectations for competent, quality handovers can lead to
interventions to train nurses in effective handover communication. Nurses, equipped with
effective communication strategies, have a better understanding of these expectations, and will
be better prepared to meet complex nursing challenges (Streeter & Harrington, 2017).
Use of a standardized communication tool along with the opportunity for a face-to-face
exchange promotes the recommendations from TJC related to communication goals. Nurses
provide and coordinate more than 80% of patient care. Handover methods used by incoming and
outgoing nurses at the change of shift are varied with little evidence supporting any specific
protocol for handovers (Gephart, 2012). Gephart (2012) also reports that the quality of research
related to handover protocols is lacking but speculates this may be because improving handover
communication is mostly local and limited to unpublished quality improvement projects. A
systematic review of 20 years of handover literature identified barriers to effective nursing
handovers (Riesenberg, Leitzsch, & Cunningham, 2010). These barriers include the lack of a
standardized approach to handover communication, problems with equipment, environmental
hindrances, complex patients, and high caseloads. Nursing barriers include high nursing
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turnover, high patient to nurse ratios, too little time, splintered team dynamics, and a lack of team
cohesiveness. Evidence demonstrates that effective handovers minimize loss of information,
especially when supported by structured checklists. These handovers focus on pertinent
information, use a standardized structure, allow time for questions, and include face-to-face
interaction (Gephart, 2012). Evidence supports limiting the actions of human factors most likely
to negatively impact handover communication. Restricting reliance on memory, avoiding
interruptions, decreasing excess noise, standardizing the process, and providing an opportunity
for information verification through a feedback process have all been proven to improve the
nursing handover process (Gephart, 2012).
Communication Competence Effects Nurses’ Job Performance
Yu and Ko (2017) studied the effects of self-leadership and communication competence
on the job performance of general hospital nurses. The study examined 211 nurses working in
hospitals in South Korea. Data collected from October to December 2015 was analyzed. The
authors found that self-leadership and communication competence positively correlated with
nursing performance. Yu and Ko (2017) found self-leadership to be an essential factor
influencing personal and organizational performance. Self-leadership refers to the thinking and
behavior strategies that are collectively used by individuals to exercise self-influence. This vital
factor emphasizes autonomy as a fundamental internal feeling of human beings. Self-leadership
refers to a process of leading oneself and engaging in responsible behavior as independence and
responsibility are given (Yu and Ko, 2017). Yu and Ko (2017) conclude that leadership that aims
to secure nursing expertise and autonomy is necessary for a nursing organization and should be
follower-oriented rather than leader-oriented to ensure self-sufficiency, equality, and
participation of the organizational members. Communication competence was found to be
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necessary for collaborative care and teamwork. Yu and Ko (2017) found that communication
competency played a role in the relationship between nurses’ self-leadership and job
performance. The authors recommend focused communication training and education as a
strategy to develop communication competency and improve job performance. Yu and Ko
(2017) used the Global Interpersonal Communication Scale to measure communication
competency. Higher scores on the five-point Likert scale demonstrate greater communication
ability. Nurses’ job performance was measured using a scale comprised of four factors, including
competency, attitude, willingness to improve, and application of the nursing process. A higher
score on this scale indicated that nursing work performance was high. The verification of the
mediating effect of communication competency on self-leadership and job performance occurred
through a three-step regression analysis. Yu and Ko (2017) found that communication
competency played a partial mediating role in the relationship between nurses’ self-leadership
and job performance. The authors also found that as communication competence increased, job
burnout significantly decreased. Based on research findings, Yu and Ko (2017) conclude that job
performance can improve through self-leadership. To achieve this, it would be necessary to
improve communication competency in areas of providing education and descriptions to patients
or caregivers; reporting and discussing information with superior nurses, co-nurses, and staff
members in other departments; and discussing patient problems with co-nurses to determine the
flow of nursing services (Yu & Ko, 2017). These recommendations are consistent with an
intraprofessional collaborative model of patient-centered care. These study findings further
support the need for developing communication competency in nurses and the value of improved
communication during critical exchange times such as patient handover events. The authors
noted how improved communication competency is particularly important in maintaining
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patient-centered care. The study found that organizational interest and investment for such
improvement is necessary. Yu and Ko (2017) found that nurses who receive communication
focused education have better communication ability, communicate more smoothly, and have
greater organizational commitment than nurses who have not received such education. These
findings support this DNP project that aimed to improve the communication competency of
nurses through a focused educational program. Yu and Ko (2017) also encourage the
implementation of educational programs aimed specifically at developing communication skills
in nurses to help establish cooperative relationships between other medical personnel. This DNP
project reflected the recommendation of Yu and Ko (2017) to broaden nurses’ communication
competency in professional collaborations.
Evidence-Based Practice: Verification of Chosen Option
Evidence supports the need for implementation of nursing processes and procedures that
seek to decrease adverse patient events, eliminate medical errors, and improve the delivery of
safe and efficient patient care. Further, evidence has found that enhancing communication among
healthcare professionals, as collaborating members of healthcare delivery teams, is one avenue of
reaching these goals. Nurses, as gatekeepers, play a crucial role in ensuring and contributing to
the relay of critical information during patient handover events to ensure the continuity of safe
and efficient care and decrease medical errors.
In keeping with TJC recommendation to implement a standardized approach to handover
communication that includes an opportunity for healthcare providers to ask and respond to
questions, this process improvement project was timely and warranted. The selection of the
observation unit was appropriate due to the volume and frequency of handover events. The
choice of nurses as participants was ideal due to the spectrum of direct patient care and the role
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of the nurse as a gatekeeper. Developing a defined and structured process continues to be a goal
of the chosen agency of implementation, and the leadership support of a cultural change
contributed to this DNP project success. Evidence of organizational support can be found in
Appendix E. Educating nurses on strategies of effective communication, and the consistency of a
standardized process of information relay is pivotal to developing nursing communication
competency in intraprofessional interactions that occur in the context of patient handover events.
Increasing the participation of the patient and family in the bedside shift report, or patient
handover, further decreases risks to patient safety and may improve patient satisfaction scores.
Theoretical Framework/Evidence-Based Practice Model
Nurses spend a significant amount of time and energy involved with learning and
teaching as they acquire new information as part of professional and continuing education or
while instructing others, such as peers, subordinates, or patients. Butts and Rich (2018) identify
the key to learning as experience. As healthcare continuously changes, nurses are challenged to
learn new information and skills throughout a career. With the challenge of learning new
information, comes the need to unlearn or relearn behaviors or attitudes. Learning is a complex
process that involves the biological, emotional, cognitive, and socio-cultural dimensions (Butts
& Rich, 2018). No single theory of adult learning can apply to all learners; therefore, the use of a
combination of educational approaches provided a framework for the educational component of
this DNP project.
Malcolm Knowles (1980) popularized the concept of andragogy, the art, and science of
helping adults learn. See Figure 1, Appendix A for a diagram of Knowles’ Assumptions of Adult
Learners. Knowles (1980) theorized that adult learners move from dependency to increasing selfdirectedness as they mature and direct their learning. The adult learner draws on the accumulated
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reservoir of life experiences to aid in learning and is ready to learn when assuming new social or
life roles. Adult learners are problem-centered and want to apply new knowledge immediately.
Internal, rather than external, factors motivate adult learners (Knowles, 1980).
At the onset of this DNP project implementation, the planner provided learners with the
rationale for teaching intraprofessional communication skills. Giving this justification answered
the adult learners’ need to know why they were being asked to develop or improve an ability.
The educational course central to this project covered the implications of communication failures
on patient safety and the role of the nurse as the gatekeeper of patient care. Because adults learn
by doing, instruction focused on tasks the adult participants could perform, rather than on
memorization of content. This goal was achieved through implementing hands-on activities such
as completing a standardized tool to guide a patient handover. Because adults are problemsolvers and learn best when the subject is of immediate use, the course included an instruction
style that actively engaged the learner in solving real-life problems encountered during typical
nursing duties involving intraprofessional collaboration events such as patient handover.
Using Knowles’ assumptions, the educational component of this DNP project was
designed to reflect the Adult Learner Theory concepts. A climate for classroom learning was
designed to accommodate the adult learner. A needs assessment evaluated the learner’s specific
needs and interests. A copy of the results of this assessment can be found in Appendix Q.
Ongoing evaluation occurred through the project planner and learner dialogue, and lastly by a
pre-test and post-test evaluation survey. The participants’ responses to the initial needs
assessment using a Likert-type scale, and the participants’ anectodical comments were used to
guide and inform the course content. These techniques ensured the course content met these
adult learners’ specific needs and interests and aided in identifying deficiencies and gaps in
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knowledge. Learners’ needs, interests, and skill levels were used to develop the learning
objectives. Sequential activities were designed to achieve the objectives. The project planner
worked collaboratively with the learners to select methods, materials, and resources for
instruction based on the initial needs assessment, pre-test evaluation surveys, and the ongoing
evaluation and dialogue during project implementation. Dialogue between learners and the
project planner, focus-group discussion, learner verbal feedback, and a formal post-evaluation
course survey were all used to evaluate the quality of the learning experience. The comparison of
pre-test and post-surveys of the participants’ perceived communication competency was used to
assess for changes in self-perceived competency in communication. The participants’ ability to
effectively use a standardized communication tool to guide handover events occured through
discussion of a mock patient handover. The results were used to determine if project goals were
met and to identify any residual knowledge deficiencies or gaps. The pre-test and post-test
surveys enabled the project planner to determine if the participants’ self-perceived
communication competency improved after course participation. Participants verbalized and
demonstrated proficient use of a standardized communication tool, SBAR, that was promoted
during the educational program and endorsed by Hospital A for patient handover events.
The K.P. Cross (1981), Characteristics of Adults as Learners (CAL) model was a minor
supporting framework for this DNP project. An illustration of the Cross model appears in Figure
2, Appendix B. This model attempts to integrate other theoretical frameworks for adults such as
Knowles’ andragogy (1980), Carl Rogers’ experiential learning (Weibell, 2011), and lifespan
psychology. Rogers’ described experiential learning as one in which the student learns through
significant, meaningful experiences that are not easily forgotten. There are five elements of
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Rogers’ experiential learning theory: personal involvement, self-initiation, pervasiveness, learner
evaluation, and the essence of meaning. Weibell (2011) illustrates these five elements.
Experiential learning encompasses personal involvement in which the learner involves
both feeling and cognition in the learning event. Experiential learning is self-initiated. The sense
of discovery, reaching out, grasping and comprehending comes from within the learner.
Experiential learning is pervasive, which makes the learning significant with a difference seen in
behavior, attitude, or personality of the learner. The learner evaluates experiential learning. The
learner appraises whether it is meeting his or her needs and leading toward what he or she desires
to know.
Lastly, experiential learning’s essence has meaning. When the learning takes place, the
element of meaning to the learner builds from the whole experience (Weibell, 2011). Lifespan
psychology studies how people change and grow over the course of a lifespan. Individuals grow
and mature. Therefore, learning needs change, and require adaptation of educational strategies to
meet the learner’s developmental stage. The CAL model provides guidelines for adult education
programs. The principles of this model include designing adult learning programs to capitalize
on the experience of participants, adapting programs to the aging limitations of the participants,
challenging learners to move to increasingly advanced stages of personal development, and
giving learners as much choice as possible in the availability and organization of learning
programs. The art of effectively teaching adults requires an understanding of various principles
or theories of how adults learn. It also requires effort on the educator’s part to apply some of
those principles to practice. In this DNP project, participants had ample opportunities to engage
in learning strategies that reinforced desired outcomes. The use of audio/visual presentation,
supporting videos demonstrating the role of the nurse in communication, mock use of a
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standardized tool, and focus-group discussion supplied multimodal learning experience
opportunities. Participants also engaged in a verbal demonstration of the utilization of a
standardized communication tool, SBAR, that was recommended for supplemental use in future
patient handovers. Further, the implementation in practice of newly learned techniques and
methods will continue to reinforce these concepts.
Lewin’s Change Theory was used to provide an underpinning for this performance
improvement project. Lewin’s concepts of unfreezing, moving, and freezing are often employed
to supply the dynamic force necessary to advance individuals and organizations in the desired
outcome. The broader result of this project was to effect organizational change. Change on an
individual level was found to be necessary to precede the larger, overarching goal; therefore, this
DNP project aimed to increase the communication competency of individual nurses. Individual
achievements can promote substantial organizational changes as intraprofessional collaboration
is enhanced. The desired effect of increasing the communication competency of individual
nurses was to improve collaboration in patient care during care transitions to decrease adverse
events and medical errors while enhancing patient safety during an acute care hospital stay.
In Lewin’s theory, the driving force toward change is one in which the participant uses a
restraining force to push back the change directed their way. In any performance improvement
project, there is expected pushback from affected individuals. The driving force of this DNP
project toward change was the desire to decrease errors and improve patient safety and to a lesser
degree, the goal of nursing administration to implement a standardized handover process that
increased the participation of the patient and family in bedside shift report. Lewin describes
change as a dynamic balance of these forces and not an event (Butts & Rich, 2018). Unfreezing
is the act of destabilizing old behaviors which is necessary to unlearn or discard prior habits. In
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this project, poor communication patterns, lack of structure in communication, or failure to relay
pertinent patient information were examples of behaviors or habits the participants strived to
extinguish. Moving enables participants or groups to switch to a more acceptable or desired
behaviors. Through leadership support, focused education, coaching, individual testing, and
adoption of new communication strategies, participants are now armed with the means to move
toward change. Refreezing enables the individual or organization to return to a new state of
equilibrium. The outcome of this project, improved communication competency of nurses, is
anticipated to affect broader change on the organizational level. Improved nurse and patient
satisfaction should evidence this change. The nurses’ desire to provide safe and efficient patient
care through a process of enhanced intraprofessional communication continues beyond the
project implementation period.
Radtke (2013) informs that changing practice on an individual and organizational level
can be intimidating. The process begins with the realization that change is required and
acceptance that the switch can bring improvement. Radtke (2013) cautions, however, that change
for the sake of change is often not sustainable and leaves participants with frustration. The
changes required to implement this project were constructed on structure, substance, methods,
and means for application. Lewin informed that change for the sake of change is stressful and
unnecessary. The needs assessment conducted prior to the project implementation, focused
educational training that linked communication failures to adverse patient events, and
achievement of improved self-perceived communication competency of program participants,
were factors that decreased the stress levels of individual participants and revealed the need for
change on both personal and organizational level (Radtke, 2013). Leadership support of
professional nursing development and continuous quality improvement of nursing processes
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contributed to decreased stress for the program participants. Employing realistic and achievable
goals further served to minimize pressure on the participants and the organization during the
project implementation.
Goals, Objectives and Expected Outcomes
George Doran (1981), a management consultant, developed the SMART method of
establishing goals and objectives. Using the acronym SMART, Doran proposed that goals
represent a unique philosophy of an organization or individual. These goals should be specific,
measurable, achievable, relevant, and time-specific. Specific goals and objectives include the
who, what, and where. These goals and objectives should provide a clear description of the
desired results. Measurable goals and objectives focus on the degree of expected change and
identifies targets that indicate success. Achievable goals and objectives depend on realistic
program resources and planned implementation. Relevant goals and objectives relate directly to
program and activity goals. Time-specific goals and objectives focus on the timing of
achievements.
The goals and objectives of this DNP project were designed using the Doran model as a
guide. The overarching (specific) purpose of this DNP project was to optimize intraprofessional
nursing (who) communication (what) during a standardized process of patient handover events in
an acute care setting (where). Two primary objectives achieved the overarching goal. The first
goal was achieved by implementing a standardized process of communication during patient
handover events. This objective was realistic given the availability of an existing standardized
communication tool, SBAR, approved for use in acute care settings and endorsed by the
leadership of Hospital A. Using SBAR to guide communication exchange at patient handover is
directly relevant to the project goal. This objective was measured by direct observation of the
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participating nurses’ ability to competently verbalize use of an SBAR to guide communication
exchange at shift change. The outcome of this objective was evidenced by the nurses’ modeling
SBAR competency by identifying relevant and meaningful patient-specific information on the
standardized tool and verbalizing intent to use during future patient handovers after completing
training (time-specific).
The overarching goal of optimizing intraprofessional nursing communication during a
standardized process of patient handover events in an acute care setting was achieved by
increasing the self-perceived communication competency of nurses by participation in the
focused educational program. This objective was reasonable for the participant’s level of
education and experience and relevant to the overarching goal of the DNP project. A valid and
reliable instrument, SPCC, was used to measure participants’ self-perceived communication
competence. These measurements were obtained before and after completion of the educational
course. Increased scores from pre-test to post-test validated the outcome of this objective.
Project Design
This DNP project began with the identification of an opportunity for improvement in
verbal communication during intraprofessional nursing interactions in patient handover events at
shift change. A literature review was used to lay the foundation and move the project forward in
finding solutions to close the theory-practice gap. A linkage of poor communication to adverse
patient events informed the educational program design. A needs assessment, conducted by the
project planner, was completed using a combination of direct observation, interview, and
completion of a paper-pencil Likert-type survey that was completed by the nurses of the unit of
implementation. See Appendix G for the needs assessment. The assessment was used to identify
deficiencies and gaps in nursing knowledge related to communication and in the use of SBAR,
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endorsed by Hospital A. An evaluation of knowledge gaps or weaknesses was conducted to
evaluate for possible links to existing suboptimal communication. From the needs assessment, an
educational program was designed and implemented to increase the communication competency
of participating nurses through use of SBAR. A teaching template was used to guide the
development of the course. See Appendix N for the teaching template. Course objectives served
as a guide in the development of the educational program. Upon completion of the educational
training program, participants were able to:
1.

Relate the threat of patient safety to communication failures. (knowledge)

2.

Identify the impact of intraprofessional nursing communication on patient
handover events. (comprehension)

3.

Illustrate elements of effective communication. (application)

4.

Compare effective communication strategies against personal philosophies and
previously utilized skills. (analysis)

5.

Develop proficiency in the utilization of a standardized communication tool,
SBAR, to guide handover events at shift change. (synthesis)

6.

Demonstrate competence in handover communication strategies. (evaluation)

A pre-test and post-test survey using a valid and proven instrument enabled measurement
of self-perceived communication competence change among participants. The measurement tool,
developed by McCroskey and McCroskey (1988), is protected under the Creative Commons
attribution non-commercial 3.0 license. It is available for public use from the Measurement
Instrument Database for the Social Sciences (MIDSS). There was no adaptation to the tool for
this DNP project. The tool was used for educational purposes only and not for any commercial
purposes. Data, collected from the results of the pre-test and post-test surveys, informed the
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project. Methods of evaluating participants included verbalization of pertinent SBAR
components and use in mock patient handovers, self-report methods such as anectodical
comments, immediate participant feedback, and focus group participation with semi-structured
questions. Data from these evaluations was for informational purposes only. Implementation of
a standardized process of communication handover was included in this performance
improvement project and is anticipated to continue. Leadership support and compliance with
hospital policy to standardize the handover process at shift change will likely fuel sustained
change. Future areas for research may include patient satisfaction scores, nursing satisfaction
scores, and retest of self-reported communication competency after the project implementation
period.
Project Site and Population
The site of project implementation was a regional hospital for a five-county service area
in Alabama. Hospital A has a total of 323 inpatient beds and is the region’s leading healthcare
provider for more than 13,500 inpatients, 57,000 outpatients, nearly 1,800 newborn deliveries
and 42,000 emergency room visits each year. More than 1,600 employees, 300 volunteers, and
over 200 physicians, who represent a full range of medical specialties including cardiac,
women’s, orthopedics, oncology, and emergency services, provide healthcare to patients. At the
time of project implementation, nurses comprised over 564 employees of the workforce of the
agency (C. Word, personal communication, August 27, 2018).
The department of implementation was the observation unit. At the time of project
implementation, this 22-bed unit was staffed of 12 full-time nurses and one part-time nurse who
all worked traditional 12-hour shifts. There were six full-time nursing positions open at the time
of project implementation. Employed nurses had either an Associate of Science or Bachelor of
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Science degree in Nursing. Registered nurses comprised the bulk of nursing staff on the unit. Of
the total employed nurses, 11 were registered nurses, and 2 were advanced practice licensed
practical nurses. Nurses typically had a patient load of 4 -6 patients per shift.
No monetary resources were available for this project. The project planner was
responsible for the investigational research and completion of the needs assessment before
project implementation. The project planner was also accountable for the development of the
educational program, the collection of data, and evaluation of program outcomes. Additional
duties of the project planner included satisfying requirements set forth by the education
department of Hospital A to ensure participants were eligible for continuing education credit
after program participation. The project planner supplied all handouts, media needs, and
presentation associated materials. There was limited advertisement for the course. The
advertisement was restricted to placement of flyers on the unit of implementation and posting
began four weeks before course offering, updated at two weeks earlier and again one week
before the event date.
Project sponsors and key stakeholders. This DNP project had no sponsors. Key
stakeholders included the project planner, hospital CNO, unit nurse manager, and nurses selected
for participation in the educational program. The project planner acted as student investigator.
The CNO and nurse manager provided administrative support and guidance for the project. The
CNO agreed to serve as advisor and mentor to the project planner and met monthly to review
project status and findings and provided guidance from an administrative perspective. The unit
manager offered managerial expertise, mentored the project manager in project implementation,
ensured storage capabilities were available for various project needs, provided space for training,
provided project planner introduction to staff and answered general questions about the
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performance improvement process during times when the project planner was unavailable. The
unit manager provided staff guidance, additional instruction, and encouragement in using SBAR
as a communication tool during project implementation and beyond to ensure the performance
improvement process continues to be successful. The nurses selected for inclusion filled the role
of student participants and provided feedback for evaluation and final project findings.
Additional mentors were sought to inform and guide the project planner on the educational
program portion of this project. Jacksonville State University (JSU) faculty provided oversight
and guidance to the project planner from inception through completion. In this DNP project, the
population identified for selection and participation of the focused educational course were
registered and licensed practical nurses employed by the hospital and assigned to the
Observation unit on a full-time, part-time or PRN basis. Lastly, the education department of
Hospital A, provided support to ensure the project met all policies and protocols required for
continuing education credit for participating nurses.
Project participants. Participation in this project was strictly voluntary. There was no
monetary compensation from the project planner for participation. The participants were
compensated at their standard rate of hourly pay for continued education pay by Hospital A. A
signed consent form indicating the voluntary nature of involvement was secured before
participation. Appendix J features a copy of the consent form. The hospital’s education
department staff awarded continuing education credit to participants after completion and
evaluation of the course through written feedback.
Face-to-face and written invitations via handouts were conducted by the project planner.
These interactions were timed to coincide with all shifts to provide an opportunity for all nursing
staff participation. Advertisement occurred via an informational poster placed in the unit
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breakroom, on the staff huddle board near the nurses’ station, and a handout to each prospective
participant (featured in Appendix F). The poster detailed the project planner’s contact
information and course details. A listing of all employed nurses on the unit was obtained from
the unit manager and guided the distribution of written and oral invitations to participate.
The project planner collected a signed agreement, indicating the voluntary nature of
participation, from nurses participating in the course before any data collection occurred. The
project planner confidentially held the participant name listing in a secured site on hospital
property under lock and key. Identifying participant information obtained for measurement and
record keeping purposes included employee identification number and limited sociodemographic
details. Sociodemographic data consisted of professional licensure, gender, sex, age, educational
level, nursing experience, and prior training in the use of SBAR or other standardized
communication tools. This information was held in confidence, stored under lock and key, and
destroyed in the hospital shred system at project completion. Program advertisement for
continuing education credit followed hospital policy. All participants requested continuing
education credit, therefore, a sign-in sheet with participant name, employee number, and
professional license number was completed and hand-delivered by the project manager along
with the program evaluations to the educational department for record keeping and statistics.
This information was then entered into the state Board of Nursing computer system by the
continuing education coordinator of Hospital A for program participation credit. The request for
continued education credit was optional and did not limit participation in the project. Considered
for inclusion were registered and licensed practical nurses employed by the hospital working on
the observation unit. Employment status was defined as full-time, part-time, or PRN.
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While interprofessional communication has been proven to decrease patient safety risks
and improve quality of care, this project was focused solely on intraprofessional nursing
communication interactions during patient handoff events. Therefore, inclusion criteria limited
participation to the nursing discipline. Length of tenure with the hospital or years of nursing
experience were independent of inclusion or exclusion requirements.
The project entailed the development of a 1-hour learning module aimed to improve the
communication competency of participants. The project planner led the program that included a
variety of teaching strategies. These included, but not limited to, print education resources,
power-point presentation, verbalization of use of the featured communication tool, and focusgroup participation. The program was conducted on the hospital campus in small group sessions
at multiple times to allow for participants’ schedules. There was no use of patient data nor
patient participation. A pre-test and post-test survey of participants’ self-perceived
communication competence was collected and analyzed for assessment and conclusion of project
findings. The instrument, SPCC, chosen for the pre-test and post-test evaluation, has been proven
to be valid and reliable.
Setting facilitators and barriers. Barriers that impacted the project included limited
financial resources for print material and educational handouts, limited time for participant
response following the educational program, and small participant enrollment. Other factors of
concern were potentially unclear desired outcomes of the project, lack of participant motivation
to change personal or organizational processes, participant fear of change, possible participant
apathy, and risk of project planner failure to match teaching strategies to the learner’s desired
modes of instruction. Barriers related to the implementation setting included distractions,
occasional interruptions, and lack of privacy for group discussion and mock use of the
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standardized communication tool. Noise level, lack of audio-visual capabilities, limited
classroom space, and seating capacity of the environment were additional challenges. Variation
in quality of repeated educational sessions and fatigue level of participating nurses at the time of
instruction were factors that were considered to be potential barriers.
Strategies to overcome potential barriers. Limited project funding spurred the creative
use of less costly technological resources instead of print material for educational handouts. To
combat the concern of low enrollment or participant fatigue, the project planner encouraged
participants to enroll in the program offering options at times most convenient to them and those
most likely to be conducive to optimal learning. The project planner allowed time before and
after educational program offerings for small group or individual participant response and
interaction and provided opportunities for one-on-one coaching sessions if requested. The
concern for potential low participant enrollment was addressed through both the project planner
and organizational leadership’s encouragement and by the compelling demonstration of the need
for communication training and organizational change. Both written and verbal invitations were
extended on multiple occasions to encourage increased enrollment numbers. Additionally, as
incentive, participants clocked-in for the time invested in the continued education course
offering.
Identification of the desired outcomes of the project at the outset decreased potential
participant confusion related to project goals. Verbal and written explanation supported the goal.
Increasing the participants’ awareness of proven threats to patient safety linked to poor
communication at handover, leadership support, and enforcement of hospital policy to utilize a
standardized process of communication during handover opposed potential participant apathy or
lack of motivation to change personal or organizational processes. Some minor participant fear
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of change was anticipated but was not expressed by any of the participants. This concern
diminished when teaching strategies matched the learners’ needs, and when participants actively
engaged as they grew in their self-perceived communication competence and skill in using the
featured communication tool.
Setting realistic and achievable goals at the outset of the organizational change has been
proven to decrease the anxiety of affected individuals. The goals and objectives of this
performance improvement project were specific, measurable, assignable, realistic, and timespecific. The goals and objectives were shared and readily available to participants for
subsequent review. Lastly, the project planner employed a multi-modal method of educational
instruction to address the possiblity of failing to match teaching strategies to learners’ desired
mode of instruction. This design allowed a variety of ways to expand knowledge and skill. Using
theories specific to the needs of adult learners provided a framework for the educational program
design.
The barriers and potential obstactles related to the physical setting for instruction were
minimized as much as possible before implementation. Classroom space, secured in advance
through the hospital’s education department, decreased some of these potential barriers. This
equipped space provided simple, but adequate audio-visual capabilities and seating was limited
but conducive to a small-group learning environment. The designated area was conveniently
located on the hospital campus and has been designed to provide an atmosphere that minimizes
distractions and excessive noise levels. Utilizing an area capable of ensuring participant freedom
to interact with the project planner and dialogue without fear of violating privacy policies
answered potential concerns related to lack of privacy. The interruptions occurring during the
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educational course were chiefly from other nurses arriving early for subsequent educational
sessions unrelated to the DNP project. Interrruptions were not problematic in the second session.
The educational program sessions of this DNP project were structured to be consistent
with each repeated session. While there were some minor variations related to the level of
participant interaction, the course core did not vary in content delivery to ensure each participant
received consistent training and instruction. Participants were encouraged to enroll in the
educational program outside of regularly scheduled work times to avoid concerns of human
fatigue, unit downtime, and potential distractions.
Implementation Plan/Procedures
An educational program focused on optimizing communication among nurses during
handover events was developed for this project. The project planner offered two separate course
offerings to allow for small groups, individual instruction, and to accommodate for space
limitations of the learning environment. The course was offered on Friday, February 22, 2019,
from 0800 to 0900, and Monday, February 25, 2019, from 0800 to 0900. Participants were free
to select either session. A total of seven nurses participated in the program. Participation was
strictly voluntary and limited to those meeting the inclusion criteria. Securement of informed
consent, in writing, occurred before participation and data collection. Appendix J features a copy
of the consent form. Distribution of paper flyers, advertisement postings, and face-to-face
recruiting efforts by the project planner began four weeks before the in-service event. See
Appendix K for a copy of the advertisement. Repeated recruitment efforts were ongoing before
the event. Informed consent forms were collected during the week before the course and
accepted up to the day of the program offering.
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A variety of instructional strategies were implemented to meet a range of learning styles.
Consistency and standardization of the patient handover process was a central theme. The topics
of instruction focused on the use of SBAR, the relationship of communication on patient safety,
the importance of clear and effective communication, and the role of the nurse as gatekeeper and
facilitator of patient-specific information to peers during handover events. Vital intraprofessional
collaboration in the acute care setting was discussed. Engagement of the patient and family in
bedside shift report was a secondary theme as well as conducting a focused physical assessment
of the patient and safety assessment of the patient room during these patient handover events.
A PowerPoint presentation, combined with the corresponding lecture, introduced
participants to highlights of the risks of communication errors on patient safety and financial
implications to healthcare agencies. Focus group discussions were used as a mechanism for
participants to evaluate previously used methods of delivering patient handover at shift change.
Participants were asked to complete a written pre-test survey evaluating their self-perceived
communication competence. Participant responses were scored using the developer’s written
instructions. The project planner, through PowerPoint presentation and lecture, highlighted
research findings of effective patient handover strategies and best-practice recommendations
from TJC and The Agency for Healthcare Research and Quality (AHRQ). Participants evaluated
these best-practice recommendations through group discussion, question and answer
participation, and completion of a blank communication tool.
Peer-to-peer discussion and return demonstration of completion of SBAR enabled
participants the opportunity to apply newly developed skills. Participants were encouraged to
further examine their self-perceived communication competence surveys as an additional
opportunity for self-reflection. Instruction on accurate completion of SBAR occured through
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PowerPoint illustration, project planner instruction, and hands-on return demonstration.
Participants engaged in both individual and group activities that supported the development of
standardized form completion and were provided opportunity for return demonstration. A peerto-peer comparison of SBAR completion exercise provided participants the opportunity to
demonstrate the culmination of new knowledge and skills (see Appendix L for PowerPoint
presentation). Peer-to-peer collaboration utilizing SBAR as a critical component of
intraprofessional communication exchange reinforced the need for effective communication. A
group discussion format allowed evaluation of the featured tool to drive patient handover and
increase patient engagement. Lastly, a written post-test survey of self-perceived communication
competence was conducted after the presentation, mock simulation, and group discussion
activities. Reassessment of participant’s self-perceived communication competency was
completed utilizing the same tool and scoring method from the pre-test survey. The survey data
was compared to pre-test results to evaluate for changes in participating nurses’ self-perceived
communication competence after involvement in the program. Participants were required to
complete a post-course evaluation supplied by the education department per agency protocol for
continued educational credit.
Gilboy, Heinerichs, and Pazzaglia (2015) advocate for innovative classroom approaches
focused on learner-centered instruction. These authors caution against relying solely on
traditional lecture as a method of instruction. This approach takes classroom time away from
challenging student’s thinking, guiding them to solving practical problems, and encouraging the
direct application of material through active learning strategies. Gilboy et al. (2019) inform that
knowledge must be constructed or reconstructed by individuals trying to make sense of new
information in light of what they already know. The process of constructing or reconstructing is
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best done through active-learning strategies (Gilboy et al., 2015). These strategies include
problem-based learning, simulation, and peer-to-peer sharing. These principles were utilized in
this DNP project. Using a combination of teaching methods ensured participant engagement.
Proven methods of audience engagement strategies that promote information retention include
lectures, use of visual aids, return demonstration activities, opportunities for self-reflection,
group discussion, question-and-answer segments, role-play exercises, and simulation.
Achievement of learning objectives occurred through a variety of methods. Participants
verbally defined the impact of adverse patient events related to communication through smallgroup discussion after the PowerPoint presentation. Participants explained nursing events that
require optimal intraprofessional nursing communication through question-and-answer activities
and group discussion. Participant responses and feedback were evaluated in focus-group
discussion. Participants completed a paper-pencil pre-test survey of self-perceived
communication competence using the SPCC, which was used to provide statistical data for the
project and gave participants a mechanism for self-reflection and insight. Participants
demonstrated effective communication during return demonstration of completion of the
standardized communication tool, question-and-answer sessions, small group discussions, and
semi-structured questions.
Participants were asked to evaluate effective and ineffective communication strategies
through question-and-answer sessions and small-group discussion. Participants completed the
communication tool by handwriting or denoting key information in the appropriate sections of
the standardized form. Competency was evaluated through return demonstration. Lastly,
participants engaged peers in evaluating the featured standardized tool as an effective method of
delivering verbal and written communication during intraprofessional exchanges and as a
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mechanism for increasing patient and family engagement in the bedside shift report. Feedback
from peers and the project planner validated participants’ skill. A post-test survey of participant’s
self-perceived communication competence using SPCC was conducted by paper-pencil and selfscored after completion of the educational session. Results were evaluated by the participants
and the project planner to assess for change in self-perceived communication competence after
completion of the focused training. The results of the pre and post-test surveys supported the
need for training related to communication competence.
Measurement Instruments
The primary data utilized in this project was the program participants’ self-perceived
communication competence at pre-test (before participation in the focused educational session)
and post-test scores (after participation). Data, collected through the survey tool, SPCC
informed the project. The primary purpose of measuring at these two points was to assess for
change in nurses’ self-perceived communication competency after participation in the focused
educational program.
The SPCC is designed to obtain information concerning how competent participants feel
in various communication contexts and with different types of receivers. This scale, developed
by McCroskey and McCroskey (2013), is intended to let the project participant define
communication competence rather than the project planner or outside observer. The SPCC,
found in Appendix C, was utilized in this project for the primary purpose of measuring
participant’s perceived communication competence at pre-test and post-test points. This tool has
generated good alpha reliability estimates (above .85) and has strong face validity. It has been
found to have substantial predictive validity (McCroskey & McCroskey, 2013).
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A standardized communication tool, SBAR (Institute for Healthcare Improvement, 2017)
was utilized in this project. This SBAR additionally featured elements considered by AHRQ to
be critical to a bedside shift report. These elements include inviting the patient and family to
participate in bedside shift report, access to the electronic medical record from the patient room,
and conducting a verbal report with the patient and family. Additional elements that are
recommended for inclusion are conducting a focused assessment of the patient, conducting a
safety assessment of the patient room, review of tasks to be done, and assessing patient and
family needs or concerns. Considered the gold standard handoff structure, SBAR was developed
and effectively used during submarine duty handoff by the US Navy (Shahid & Thomas, 2018).
This standardized form, designed for improving communication, served as a tool for gathering
and relaying patient information in this DNP project. SBAR has been long recognized for its
usefulness in a variety of settings to transmit critical information succinctly. SBAR has been
successfully adapted for use in acute care settings. TJC, AHRQ, Institute for Health Care
Improvement (IHI), and World Health Organization (WHO) recognize SBAR as a useful
communication tool for patient handoff. SBAR has been proven to be a reliable and validated
communication tool. Consistent use of SBAR has been shown to reduce adverse events in the
hospital setting, improve communication among health care providers, and promote patient
safety (Shahid & Thomas, 2018). The primary rationale for using SBAR as a communication
tool resource in this DNP project was the recommendation and endorsement of its use by
industry experts, and the participating hospital and leadership’s urgency to consistently
implement the routine use of this specific tool with all patient handover events. The rationale for
including the critical elements identified by AHRQ in bedside shift report on the SBAR was to
introduce new knowledge to the participants and secondarily to increase nurses’ communication

OPTIMIZING NURSING COMMUNICATION

50

with the patient and family. Including the AHRQ elements also supports the importance of
conducting a focused physical assessment of the patient and safety assessment of the patient
room. See Appendix D, for example.
Data Collection Procedures
After recruitment and securement of participants’ written consent, the educational inservice occurred. Participants completed a pre-survey assessment of self-perceived
communication competence using the SPCC. Survey completion occurred in the introductory
part of the educational program. Upon completion of training, a post-survey was conducted using
the SPCC. These surveys were used to measure the participants’ self-perceived communication
competence after completion of the focused educational training. The tool, SPCC, is specifically
designed to capture the type of data that was desired in the DNP project.
Data Analysis
The project planner analyzed and verified the SPCC scores of the pre-survey and postsurvey results after participant completion. There was no deviation from the recommended
manner of scoring the SPCC developed by the author (McCroskey & McCroskey, 2013). The
SPCC scores were then used to conduct a paired, two-tailed, t-test. This statistical analysis was
used to test the difference between the same group means at the two points in time, pre and posttest (Sylvia & Terhaar, 2014). The significance level was set at the standard, p = < .05. The
hypothesized mean difference was set at 0. Microsoft Excel was utilized to manage and analyze
the data by applying the Analysis ToolPak add-in features. Results are reflected in Appendix O.
The mean SPCC pre-test score of participants was 82.021 and at post-test 88.092. A total
SPCC score >87 reflects a high self-perceived communication competence with basic
communication contexts and receivers (McCroskey & McCroskey, 2013). A total SPCC score
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<59 reflects a low self-perceived communication competence with basic communication
contexts. There were seven participants in this pilot. Among those nurses, four demonstrated no
change in scores from pre to post-test. In the remaining three participants, there was a small
increase from the pre to post-test SPCC score; however, these results, paired t(6) = 1.37, p =
0.21, were not found to be statistically significant. The analysis is reported in Appendix O.
Cost-Benefit Analysis/Budget
The costs of researching, planning, implementing, and analyzing the results of this DNP
were the sole responsibility of the project planner. Hospital A supplied reproduction costs of the
handout material, classroom training space, some audio-visual equipment, and seating for the
educational sessions of the project. There was no compensation to participants from the project
planner. However, they did clock-in per hospital policy for continued education time. It is
expected that continued and sustained use of SBAR will likely continue now that the project has
been implemented. Hospital A will bear all future costs related to the continuation of this process
improvement.
Placing a cost-benefit figure on this project would be difficult as adverse events, and
medical errors related to communication inefficiencies are impossible to track. Consistent use of
a standardized process of patient handover may improve the administrative costs of employee
overtime that occurs with the standard shift change method. A more efficient and timely
handover process could offset these administrative expenses. Again, these figures would be
difficult to track due to the wide variation in personal communication styles, the time required
for question-answer opportunities, the complexity of patient conditions, the volume of
information relayed and the organizational skills of each nurse participating in communication
interactions. Expenditures associated with increasing efficiency in nursing processes that directly
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result in increased patient safety and improved efficacy of patient care are a worthy investment
for this organization.
The administrative leadership team at this agency endorsed and fully supported the
implementation of this DNP project as the team has a strong desire to increase process efficiency
and improve patient care. Overall, the nominal costs to Hospital A for this DNP project and the
anticipated continuation of the performance improvement project were a worthy investment of
the organization’s resources and a positive step toward creating a culture of patient safety. There
was a considerable investment of time on the project planner’s part from initial research to
completion of this DNP project. An investment of 630 hours in mentoring relationships,
leadership development, and professional advisement were completed to satisfy university
program requirements. There were additional hours spent in research, preparation, interpretation,
and dissemination of project findings undertaken by the project planner. While patients of
Hospital A bore no costs related to this project, they are expected to be the final recipients of this
considerable investment of human resources.
Timeline
The planning and design of this DNP project began Summer of 2018 and continued
through Fall of 2018. The needs assessment and course design were ongoing during this period.
IRB approval for both the agency and the educational institution were completed before
recruitment and solicitation of participants. The educational course and training of participants
occurred in February of 2019. Evaluation of course outcomes and preparation of project results
continued through the Spring of 2019. Dissemination of results to the organization and the
university occurred in the Summer of 2019. The final culmination of the project findings through
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poster and podium presentation occurred June 21, 2019, on the campus of JSU (see Appendix M
for a timeframe illustration).
Ethical Considerations/Protection of Human Subjects
The securement of JSU IRB approval was obtained before initiating this DNP project.
See Appendix I for institutional support letter. The IRB of Hospital A also endorsed this project.
See Appendix H for hospital IRB approval. Nurses were asked to commit personal time for
participation in the educational program, ongoing on-the-job training, and small focus group
training sessions. The nurses were also asked to make changes or adaptations to existing personal
and unit processes for participation in this performance improvement project.
The project planner anticipated there might be some minor feelings of discomfort,
possible fear, apathy, or participant resistance related to these requested changes. Participation
was strictly voluntary with no penalties for participants who opted out of the project. It is the
opinion of the project planner that this decision could have caused some minor discomfort and
concern for participants for fear of affecting existing relationships with the hospital, CNO, unit
manager, peers, project planner, or the affiliated educational institution. Declination to
participate was very unlikely to impact current or future relationships with individuals or the
affiliated academic institution but could not be guaranteed. There was no special compensation
for nurses who elected to participate. There were no financial costs to participants to take part in
the educational course. Participants received no financial benefit from the project planner.
A breach of confidentiality was the most significant risk of this project. The likelihood of
a breach was minimal because the project planner was committed to the protection of the data.
Therefore, there was no unintended disclosure of information throughout the study. Course
participants were given an alternative to decline participation without penalty and had the right to
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withdraw at any time with no penalties or consequences. Information obtained from the project
was kept confidential to the extent allowed by law. However, research information that identifies
participants or study results may be required to be shared with both the JSU and the hospital IRB
board and others who are responsible for ensuring compliance with laws and regulations related
to research and the Office for Human Research Protection (ORP). Electronic data specific to this
project was secured on the project planner’s university-issued laptop. This data was password
protected, and anti-virus software kept current and updated throughout the development and
implementation phases. The print material was housed on the hospital campus under lock and
key and accessible only by the project planner and unit manager. This data was secured in the
learning lab in a locked cabinet until project completion, after which it was destroyed in the
hospital shred system. The culmination of findings from this DNP project may be published for
educational purposes or presented in professional or academic settings; however, the disclosure
of the identity of participants is not anticipated.
Results
There were many lessons learned by the project planner during the planning and
implementation of this DNP project. The needs assessment, designed by the project planner and
completed by the unit nursing staff, reflected the nurses’ desire to ensure the safety of patients
admitted to the observation unit. Eight of the twelve staff nurses participated in the needs
assessment. All respondents indicated they were committed to high quality care to patients,
decreasing patient safety risks, and improving processes. Nearly 88% of respondents agreed or
strongly agreed that communication on the unit could be improved. These results were
encouraging to the project planner and served to build a strong foundation for an educational
course emphasizing enhanced intraprofessional communication.
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Implementation of the DNP Project: The Journey
A total of seven participants completed the project educational course. This group
consisted of five registered nurses (RN), and two licensed practical nurses (LPN). All
participants were female. Every participant had greater than five years of nursing experience.
Eight-six percent of participants reported having had some prior training on healthcare related
communication. There were no participants under the age of 31 years old. The majority of
participants (57%) hold an Associate Degree in Nursing. See Appendix Q for participant
demographic details.
Concern for patient safety was an apparent theme identified in the small group
discussions during the educational program. Introduction of the critical elements identified by
AHRQ was new information for every participant. Other revelations expressed by participants
was the nurses’ role as gatekeeper of patient information. A discussion related to individual
nurses’ determination of what patient specific information is passed on and to whom during
patient handover events unveiled the many and varied roles of the acute care nurse. There was
reflection by several nurses on prior methods of conducting patient handovers. Some of these
mentioned methods, such as audio taped or exclusively handwritten, were highlighted by
participants as ineffective methods of communication compared to face-to-face interactions. All
participants expressed a desire for opportunities to seek and ask questions during the patient
handover events, as recommended by TJC.
The allotted time for the program was primarily taken up by the PowerPoint presentation
with corresponding lecture that included semi-structured questions and participant feedback and
group discussion. In retrospect, the project planner did not allow ample time for simulation or
adequate time for mock demonstration of the communication tool completion. There was also
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limited time for discussion and comparison of the SPCC scores. Participants remarked that the
tool was “confusing” and “scattered.” The complexity of the tool limited its usefulness in selfrevelation. The learning environment was conducive to small groups but unlikely to promote
groups larger than four to five participants due to size constraints. Interruptions were somewhat
problematic due to other nurses’ arriving early for a subsequent class unrelated to the DNP
project. The project planner timed the DNP course to coincide with a required competency class
for nurses as a strategy of increasing attendance. This approach was effective in increasing
attendance but impacted the privacy of the first educational session offering. At the second
course offering, attendance was significantly decreased when the schedules for the DNP course
and a mandatory competency course were not subsequent. There were, however, no concerns
with privacy and the limited space size was not a barrier at this offering. There were no
interruptions during the second session. The smaller second session limited the meaningful group
discussion and reflection found in the initial educational session.
Evaluation of Project Effectiveness
The PowerPoint presentation, combined with the corresponding lecture, effectively
stimulated discussion of the risks of communication errors on patient safety. The focus group
discussions allowed participants to evaluate previously used methods of conducting shift
handover compared with current industry best-practice recommendations. Participants were able
to verbalize recommendations from TJC and AHRQ after the course. Further evaluation of these
recommendations occurred through group discussion and question and answer dialogue with the
project planner. Participants were able to demonstrate completion of the featured standardized
communication tool, enabling the application of newly developed skills. Peer-to-peer
collaboration utilizing the tool for communication exchange reinforced these new concepts. Peer
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sharing resulted in constructive dialogue and highlighted the role of the nurse as a creative
problem solver.
The project planner intentionally implemented a combination of teaching methods to
ensure participant engagement. The PowerPoint presentation with supporting visual aids, return
demonstration activities, and structured opportunities for self-reflection, group discussion, and
question-and-answer segments provoked interesting dialogue and good participation. Insufficient
time prohibited the inclusion of a mock bedside low-fidelity simulation as originally planned as
part of the course design. While this led to some disappointment on the project planner’s part, the
small group discussions were productive as evidenced by participant feedback and comments.
Achievement of learning objectives was met, even with the omission of the low-fidelity
simulation as originally planned. After the program, participants were able to verbally define the
impact of adverse patient events related to communication through small-group discussion.
Participants explained nursing events that require optimal intraprofessional nursing
communication through question-and-answer activities and group discussion. Participants
demonstrated effective communication during demonstration of completing the standardized
communication tool, as well as question-and-answer sessions, small group discussions, and semistructured questions posed by the project planner. Lastly, participants engaged peers in
evaluating the featured standardized tool as a new method of effectively delivering verbal and
written communication during the primary patient handover event on the unit, the bedside shift
report. Participants also evaluated the standardized tool as a mechanism for increasing patient
and family engagement in future bedside shift report events. Feedback from participants
regarding the tool was overwhelmingly positive. There was insufficient time for participants to
fully evaluate their individual SPCC scores or discuss personal communication styles or beliefs.
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There was discussion on the impact of poor nursing communication on job satisfaction, and
several participants expressed interest in research studies that evaluate these variables.
Conclusion
In conclusion, the project planner realizes that even under ideal circumstances, recruiting
acute care nurses to participate in a non-mandatory, educational course proves challenging, even
when participants feel strongly about the course topic. In retrospect, the project planner also
realizes that a simulation activity takes careful planning and adequate time to realize its potential
as an adult teaching strategy. It is apparent that nurses, including those on the unit of project
implementation, are dedicated to ensuring that safe, effective care is delivered under their watch.
It is also evident that peer communication impacts job satisfaction among nurses.
The sustainable product, which could be instituted at this agency, would be in the form of
an online educational course focused on communication competence. This course would be
housed in the agency’s employee education portal. An additional product, a new enhanced
standardized communication tool, was introduced to the participants. If approved by
administration, a modification to the existing electronic standardized handover tool could be
undertaken to reflect the new enhanced tool introduced to program participants by the project
planner. These products are very likely to impact future patient handover events, chiefly the
bedside shift report, as evidenced by participant feedback. Collection of data through the tool,
SPCC, failed to lend any credible evidence that a focused educational course improves the
communication competency of participating nurses. Nurses with high pre-test self-perceived
communication competency scores demonstrated only very slight or no increase in post-test
scores. There was a noted increase at post-test in participants with lower pre-test self-perceived
communication competency scores. The small sample size impacts the confidence of stating the
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differences are significant. A larger number of participants would be needed to evaluate the
statistical significance, the impact of subsequent training on this unit or inclusion of other units
of the hospital. It is also unclear if higher self-perceived communication competency scores
translate to optimal intraprofessional communication during patient handover events. Evaluating
the correlation between communication skills and patient safety remains a largely
underdeveloped field of research, as evidenced by the paucity of literature specific to the
interests of this DNP project. Additional research is also needed to evaluate the feasibility of
redesigning the current electronic SBAR version embedded in the electronic medical record to
reflect current best-practice recommendations as featured in the enhanced standardized tool
utilized in this DNP project educational course.
Given the interest of participants in discussing the relationship between nursing
communication and job satisfaction, further research should be considered in this area. An
additional area of research that could be evaluated is the relationship between implementing a
standardized approach of patient handover to patient satisfaction rates. The standardized
communication tool utilized in this DNP project has been specifically designed to include the
critical elements recommended by AHRQ to increase patient and family engagement. Further
research that compares nursing communication focused on increasing patient engagement with
lengths of stay would be timely and of interest to most healthcare organizations. This research
would likely garner attention of most healthcare organizations concerned with increasing patient
satisfaction, delivering effective and efficient care while decreasing overall costs. Exploring
interprofessional (different disciplines) communication is another area of research
underdeveloped. Lastly, exploring new and dynamic methods of recruiting nurses for ongoing,
continued education stands out to this project planner as an area of interest and a worthwhile
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investment. Nurses have historically proven to be creative and innovative. Finding avenues to
engage nurses as life-long learners is crucial to sustaining evidence-based practice and in
translating research findings to practice.
In conclusion, safe and effective care is a realistic and achievable goal for the healthcare
consumer and healthcare provider. Through collaboration and coordination of care, nursing
professionals can nurture a culture of patient safety. Improving communication between care
team members during transitions of care effectively harmonizes patient care and contributes to
healthcare efficiency. Nurses proactively decrease opportunities for adverse events and threats to
the patient by ensuring pertinent patient information is relayed. By standardizing the process of
communication during patient handover events, nurses optimize intraprofessional nursing
collaboration along the continuum of care and increase patient safety. The implementation of a
standardized method of communication decreases the likelihood of adverse events related to
communication failures and enables effective information exchange in the challenging, multifaceted, and complex care situations found in acute care settings. As gatekeepers and effective
communicators, nurses are a critical link in the chain of continuity of care and essential care
team members targeting safe and effective patient care.
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Appendix A

Figure 1: Knowles’ Assumptions of Adult Learners
Reference
Knowles, M. (1980). The modern practice of adult education: Andragogy versus pedagogy (Rev
and updated ed.). Englewood Cliffs, NJ: Cambridge Adult Education.
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Figure 2: K. P. Cross Characteristics of Adult Learners (CAL)
Reference
Cross, K. P. (1981). Adults as learners. San Francisco, CA
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Appendix C
Self-Perceived Communication Competency Scale (SPCC)
Directions: Below are twelve situations in which you might need to communicate. People's abilities to communicate
effectively vary a lot, and sometimes the same person is more competent to communicate in one situation than in
another. Please indicate how competent you believe you are to communicate in each of the situations described
below. Indicate in the space provided at the left of each item your estimate of your competence.
Presume 0 = completely incompetent and 100 = competent.
_____1. Present a talk to a group of strangers.
_____2. Talk with an acquaintance.
_____3. Talk in a large meeting of friends.
_____4. Talk in a small group of strangers.
_____5. Talk with a friend.
_____6. Talk in a large meeting of acquaintances.
_____7. Talk with a stranger.
_____8. Present a talk to a group of friends.
_____9. Talk in a small group of acquaintances.
_____10. Talk in a large meeting of strangers.
_____11. Talk in a small group of friends.
_____12. Present a talk to a group of acquaintances.

Scoring: To compute the sub-scores, add the percentages for the items indicated and divide the total by the number
indicated below.
Public
Meeting
Group
Dyad
Stranger
Acquaintance
Friend

1 + 8 + 12; divide by 3.
3 + 6 + 10; divide by 3.
4 + 9 + 11; divide by 3.
2 + 5 + 7; divide by 3.
1 + 4 + 7 + 10; divide by 4.
2 + 6 + 9 + 12; divide by 4.
3 + 5 + 8 + 11; divide by 4.

To compute the total SPCC score, add the sub-scores for Stranger, Acquaintance, and Friend. Then, divide that total
by 3.
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Reliability

Mean

S.D.

Public

.72

68.8

17.8

Meeting

.68

68.8

17.1

Group

.67

76.1

14.6

Dyad

.44

81.1

12.4

Stranger

.87

55.5

23.6

Acquaintance

.84

77.4

15.3

Friend

.78

88.2

11.3

Total

.92

73.7

13.8

Public
Meeting
Group
Dyad
Stranger
Acquaintance
Friend
Total

> 86 High SPCC
> 85 High SPCC
> 90 High SPCC
> 93 High SPCC
> 79 High SPCC
> 92 High SPCC
> 99 High SPCC
> 87 High SPCC

< 51 Low SPCC
< 51 Low SPCC
< 61 Low SPCC
< 68 Low SPCC
< 31 Low SPCC
< 62 Low SPCC
< 76 Low SPCC
< 59 Low SPCC

Higher SPCC scores indicate higher self-perceived communication competence with basic communication contexts
(public, meeting, group, dyad) and receivers (strangers, acquaintance, friend).

Reference
McCroskey, J. C., & McCroskey, L. L. (1988). Self-report as an approach to measuring communication competence.
Communication Research Reports, 5, 108-113.
McCroskey, J.C., & McCroskey, L.L. (2013). Self-perceived Communication Competence Scale (SPCC).
Measurement Instrument Database for the Social Science. Retrieved from www.midss.ie
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Appendix D

Adapted and used with permission from:
Nursejanx.com
This document is licensed under a Creative Commons Attribution-NonCommercial-ShareAlike 3.0 Unported
License.
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Appendix F
Recruitment Letter to Participants
January 25, 2019
Regional Medical Center
Observation Unit
400 East 10th Street
Anniston, AL 36202
Dear Nursing Colleague:
I am writing to let you know about an opportunity to participate in a research project examining nursing
communication during the patient handover process. This study will examine the self-perceived communication
competency of participating nurses. An educational workshop focused on nursing communication and a
standardized process of patient handover will be offered on Feb. 22 and again on Feb. 25, 2019, at 8:00 am at RMC
on the 7th floor. A flyer with details about the event is included in this letter. Continued education credit will be
awarded for program completion, and a light breakfast will be served. This 1-hour hands-on workshop will consist
of a presentation, group discussion, and a simulated patient handover using a standardized process.
A survey will be completed by participants and collected at the beginning of the workshop. The same survey will be
re-administered after program participation. This brief, 12 question survey will be used to measure the difference
in scores from pre-test and post-test course participation. The data collected from these surveys will be used for
student research purposes to determine if there is a statistical significance in the self-perceived communication
competency of nurses after participation in this educational offering.
You are being invited to participate in this project because you are a nurse employed on the site of
implementation. Your name was provided by your unit manager as a potential participant, and no other private
information other than your name was shared. As you may recall, a Needs Assessment Survey was recently
conducted on the unit, of which you may have completed. The results of that survey were used to direct the
educational workshop that you are now being invited to participate.
You many opt out of further contact at any time. If you have previously expressed interest in participating in this
course, either by indicating so on the Needs Assessment or by verbal expression, it does not mean that you are
enrolled in this study. Agreement to be contacted or a request for more information does not obligate you to
participate in this study. If you have further questions about this project, you may contact the project planner
listed below.
Thank you for considering participation in this research opportunity. Please contact me with any questions.

E. Allison F. Crabtree, MSN, CRNP
Jacksonville State University
700 E. Pelham Rd. N.
Jacksonville, AL 36265
ecrabtree@stu.jsu.edu
256-283-2461
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Needs Assessment
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Appendix J

Consent Form
Please read this consent agreement carefully before agreeing to participate in this project.
Title of project: Optimizing Intraprofessional Nursing Communication at Patient Handover
Purpose of the project: This performance improvement project aims to increase the
communication competency of nurses during intraprofessional interactions at patient
handover.
Location of project: Northeast Alabama Regional Medical Center
What you will do in this project: You will complete a brief survey before participating in an
educational course that involves a simulated nursing handover experience using a
standardized communication tool (SBAR). After the course, you will be asked to
complete the same survey again.
Time Required: The course will last 1 hour, and you will be eligible for 1.0 CEUs after
participation and evaluation.
Risks: There are no anticipated risks associated with participating in this project.
Benefits: You will acquire real-life experience using a standardized process of patient handover,
which may increase your communication skills and promote the efficiency of patient
handover. These skills may improve job satisfaction and decrease safety threats to
patients related to communication failures.
Confidentiality: Your participation in this project will remain confidential, and your identity is
not be stored with data collected. Results will be reported in a group format only.
Participation and Withdrawal: Your participation in this project is completely voluntary, and
you may withdraw from the project at any time without penalty.
Contact: If you have questions about this project, please contact Allison Crabtree,
ecrabtree@stu.jsu.edu, or phone: 256-283-2461.
Agreement: The purpose of this project has been sufficiently explained, and I agree to
participate in this project. I understand I am free to withdraw at any time without
incurring any penalty.
In signing this agreement, I also affirm that I am at least 18 years of age or older.
Signature:________________________________________________Date:____________
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Name (print): ______________________________________________________________
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PowerPoint Presentation
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Appendix M
Project Timeline

Summer 2018

Fall 2018 /
Spring 2019

Spring /
Summer 2019

•University project approval
•Initial organizational planning meetings
•Obtain preceptor, mentors
•Project design
•Obtain measurement instrument

•Refine / finalize project design
•University and facility IRB approval
•Educational course design and development
•Observation of existing process on unit; conduct needs assessment
•Recruitment of participants

•Educational training sessions
•Project implementation
•Ongoing support and evaluation
•Data collection / interpretation
•Dissemination of results / presentation of findings
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Appendix N
Teaching Template

Student Name

E. Allison F. Crabtree

Agency of
Practicum

Regional Medical Center (RMC)

Target Population

Nurses on Observation Unit (RNs/LPNs)

Issue of Concern

Nursing communication at patient handover

Overall
Educational Goal

To optimize intraprofessional nursing communication during a standardized process
at patient handover

Timeline for
implementation

Fall 2018 – Summer 2019

Resources you will
need

Instructional space, audiovisual equipment, instructional time, space to display
recruitment poster, needs assessment survey, pre-test and post-test surveys of
nurses’ self-perceived communication competence, consent letter, recruitment
flyers, PowerPoint presentation, participant study guide, peer evaluation survey for
simulation exercise, administrative support, statistician consultation

Barriers or
Challenges
Identified

Possibly low recruitment numbers, small teaching space, lack of participant buy-in,
low utilization of process after the educational session
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Appendix O
Data Results

SPCC Scores
120

Total Score

100
80

100
86.66
77.08

80
78.33

79.16
68.75

100

100

6

7

70.83

60
40
20
0
1

2
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4

5

Respondent
Series1

Series2
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Participant Demographics
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Appendix Q
Needs Assessment: Results
5-point scale (1= Strongly disagree to 5 = Strongly agree)
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